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Abstract
Aim. To determine the cost effectiveness of increasing nurse staffing or changing
the nursing skill mix in adult medical and/or surgical patients?
Background. Research has demonstrated that nurse staffing levels and skill mix
are associated with patient outcomes in acute care settings. If increased nurse
staffing levels or richer skill mix can be shown to be cost-effective hospitals may
be more likely to consider these aspects when making staffing decisions.
Design. A systematic review of the literature on economic evaluations of nurse
staffing and patient outcomes was conducted to see whether there is consensus
that increasing nursing hours/skill mix is a cost-effective way of improving patient
outcomes. We used the Cochrane Collaboration systematic review method
incorporating economic evidence.
Data sources. The MEDLINE, CINAHL, SPORTDiscus and PsychINFO
databases were searched in 2013 for published and unpublished studies in English
with no date limits.
Review methods. The review focused on full economic evaluations where costs of
increasing nursing hours or changing the skill mix were included and where
consequences included nursing sensitive outcomes.
Results. Four-cost benefit and five-cost effectiveness analyses were identified.
There were no cost-minimization or cost-utility studies identified in the review. A
variety of methods to conceptualize and measure costs and consequences were
used across the studies making it difficult to compare results.
Conclusion. This review was unable to determine conclusively whether or not
changes in nurse staffing levels and/or skill mix is a cost-effective intervention for
improving patient outcomes due to the small number of studies, the mixed results
and the inability to compare results across studies.
Keywords: acute care, economic evaluation, literature review, nurse sensitive
outcomes, nurse skill mix, nurse staffing, nursing, patient outcomes
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Introduction
Today’s healthcare environment is one where there are
numerous interventions competing for limited healthcare
dollars. Nurses are often seen as one of the most expensive
components of any healthcare system, because of their large
numbers when compared with other staff. For example in
Australia in 2011, there were three times as many nurses
employed as there were doctors, 214,321 nurses compared
to 73,980 doctors (Health Workforce Australia 2013).
These figures are reflected internationally, such as in the
National Health Service in the UK where there were
347,944 nurses, 110,957 doctors and 76,163 allied health
professionals working in hospital and community health
services (Health & Social Care Information Centre 2013);
and in the USA there is a 4:1 ratio of nurses to doctors
(3,528,000 nurses compared with 806,000 doctors) (Del-
oitte Centre for Health Solutions 2012). As a consequence
of their numbers, nurses are often the target for cost cutting
measures (Behner et al. 1990, Dubois et al. 2006, Needle-
man et al. 2006, Twigg & Duffield 2009). However, it is
unclear whether cutting nursing numbers to save money,
actually does so, or whether it costs the hospital and society
more in terms of patient adverse events and concomitant
lost productivity and diminished quality of life.
Extensive research over several years has demonstrated
that nurse staffing levels and skill mix (the proportion of
hours of care provided by registered nurses) are associated
with acute care patient outcomes, including mortality, fail-
ure to rescue and other adverse outcomes (Aiken et al.
2002, 2014, Needleman et al. 2002, Cho et al. 2003, Duf-
field et al. 2011, Twigg et al. 2011). Although a limitation
of studies into the effectiveness of nurse staffing on reduc-
ing adverse outcomes is that they are observational rather
than experimental, the number of studies and size of the
patient populations is generally accepted as sufficient to
establish association between staffing levels/skill mix and
outcomes, even if it is not possible to show causality (Kane
et al. 2007a,b, Shamliyan et al. 2009).
To strengthen the case for maintaining or increasing
nurse staffing and skill mix at a level that will promote
patient safety, it is also necessary to consider the cost effec-
tiveness of nursing as an intervention. If increased nurse
staffing and/or a richer skill mix can be shown to be cost-
effective hospitals are more likely to staff at appropriate
levels. Nurses must make a case for their cost effectiveness
as an intervention that saves lives and prevents adverse out-
comes. This requires economic evaluations of nurse staffing
and skill mix (Michigan Nurses Association 2004).
Economic evaluation in health care has been defined as ‘a
comparison of alternative options in terms of their costs
and consequences’ (Drummond et al. 2005). Alternatively,
it can be defined as an assessment of which treatments,
including increased patient to nurse ratios and richer nurs-
ing skill mix, represent ‘value for money’, that is, how
much does it cost to achieve better health outcomes with a
new treatment when compared with an existing treatment
(Pharmaceutical Benefits Advisory Committee (2013). Any
economic evaluation should therefore include a consider-
ation of both the costs (of treatment) and consequences
(health outcomes) of a new treatment compared with an
existing treatment. There are four main types of economic
evaluation in health care: cost minimization, where the
consequences are assumed to be the same so only the costs
are compared; cost effectiveness, where a ratio of the
Why is this review needed?
● Nurses are often the target for cost cutting measures in
hospitals despite the literature that shows adverse patient
outcomes are associated with reduced nursing numbers.
● Nurses need to show they are a cost effective health care
intervention.
● There are no recent reviews that cover the international
literature on economic evaluations of nurse staffing/skill
mix and patient outcomes.
What are the key findings?
● We could not determine whether changing nurse staffing
levels is a cost effective intervention for improving patient
outcomes due to the variable results and the inability to
compare results across studies.
● It appears that increasing nurse staffing has a beneficial
effect on patient outcomes, but this effect comes at a cost.
It is up to funders to determine whether or not this cost is
acceptable.
● There is some evidence that changing the skill mix may be
more cost effective than increasing nursing hours although
this requires further investigation.
How should the findings be used to influence policy/
practice/research/education?
● We recommend the development of a reference case to
define the costs and consequences that should be included
in cost effectiveness studies of nurse staffing to allow for
meaningful comparison and synthesis.
● Future studies should include a sensitivity analysis due to
the uncertainty surrounding the effectiveness estimates and
other variables.
● The evidence would benefit from cost utility studies to
allow for comparison with other health care interventions.
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differences in costs and outcomes is calculated, that is, an
incremental cost effectiveness ratio or ICER; cost utility,
where the ICER is based on cost per quality adjusted life
years (QALY); and cost benefit, where both costs and out-
comes are valued in monetary terms (Simoens 2009, Gray
et al. 2012).
Background
Over the last 10 years, there have been six reviews that
have either focused on or included a review of economic
evaluations of nurse staffing and skill mix. The most recent
review was conducted by Shekelle (2013), who reviewed
the literature published between 2009–2012 on nurse staff-
ing ratios and in-hospital death and reported on 15 studies,
four of which were economic evaluations. The author con-
cluded that it was not possible to calculate the cost of
increasing the nurse-patient ratio due to the lack of inter-
vention studies in this area. Goryakin et al. (2011) con-
ducted a scoping review of economic evaluations of nurse
staffing, including the years 1989–2009 and reviewed 17
articles. They found that the cost effectiveness of nurse
staffing was not easy to assess due to mixed results. Addi-
tionally, they identified several methodological issues for
consideration in future studies to allow comparability
across studies. These methodological issues included the
need for: more intervention studies of nurse staffing,
increased use of Markov modelling to extend the time hori-
zon of studies, examination of societal perspectives, inclu-
sion of post discharge costs and economic evaluations using
QALYs.
Unruh (2008) also conducted a literature search on nurse,
patient and financial outcomes of nurse staffing, covering
the years 1980–2006 discussing 117 articles, 12 of which
were economic studies of nurse staffing and patient out-
comes and concluded that the results were inconclusive.
Thungjaroenkul et al. (2007) completed a systematic review
of the literature on nurse staffing, hospital costs and length
of stay covering the years 1990–2006. They reviewed 17
studies and also found that results were mixed, with
variables measured in different ways across studies. They
recommended standardizing measures of cost and using
micro-costing methods. The authors also recommended the
use of prospective rather than retrospective designs and
concluded that hospitals should be encouraged to use a
richer skill mix, while acknowledging that it was not possi-
ble to draw strong conclusions due to the issues identified.
Spetz (2005) focused on cost-effectiveness studies in an
overview of the literature and commented on five studies of
cost effectiveness of nurse staffing, identifying a lack of
comparison to alternate staffing approaches as a weakness
of the studies and a general low level of quality in the nurs-
ing economic literature. Lang et al. (2004) reviewed the lit-
erature between 1980–2003 to assess whether there was
support for specific minimum nurse patient ratios and
included nine papers focused on hospital financial out-
comes. The authors reported that better staffing was cost
neutral or cost saving, however, they dismissed eight of the
nine studies as being too dated to be useful. In summary,
none of the reviews answered the question of whether or
not increasing nurse staffing or skill mix was cost effective
due to the quality or variability of the published literature.
The review
Aim and review question
This review examined the literature on economic evalua-
tions of nurse staffing and patient outcomes to see whether
increasing nursing hours or changing the skill mix is a cost-
effective way of improving patient outcomes. The question
for this review was: what is the cost effectiveness of increas-
ing nurse staffing or changing the nursing skill mix in adult
medical and/or surgical patients?
Design
The systematic review was conducted using the Cochrane
Collaboration systematic review method incorporating eco-
nomics evidence, to develop search strategies, define inclu-
sion and exclusion criteria and address risk of bias and
synthesize findings (Higgins & Green 2011). The Agency
for Healthcare Research and Quality (AHQR) recom-
mended that systematic reviews of economic evaluations be
used for ‘comparing and contrasting how different investi-
gators have chosen to structure their models and estimate
key variables’ and how the results differ based on these dif-
fering structures and assumptions (Walker et al. 2012, p.
1). This advice was incorporated into the review.
Search methods
The MEDLINE, CINAHL plus with full text, SPORTDiscus
with full text and PsychINFO databases were searched in
2013 for published and unpublished studies in English with
no date limits. In the MEDLINE database, we used combi-
nations of the keywords: personnel staffing and scheduling,
nursing staff, nursing skill mix, nurses, nursing hours per
patient day, models of nursing, nursing intensity, costs and
cost analysis, economics, business case, cost saving, patient
© 2014 The Authors. Journal of Advanced Nursing published by John Wiley & Sons Ltd. 977
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outcomes, mortality, pressure ulcer, infection, pneumonia,
falls, venous thrombosis, central nervous system, gastroin-
testinal haemorrhage, heart arrest, cardiac shock, metabolic
disease, respiratory insufficiency and length of stay. In the
CINAHL, SPORTDiscus and PsychINFO databases the key-
words used were personal staffing and scheduling, nursing
hours per patient day, nursing care delivery systems, nurs-
ing staff, nurses, nursing education, models of care, health-
care delivery, nursing intensity, healthcare systems, nurse
staffing models, costs and cost analysis, cost saving, busi-
ness case, economic*, outcome* health care, patient out-
come*, mortality, pressure ulcer*, infection, pneumonia,
fall*, venous thrombosis, central nervous system, gastroin-
testinal haemorrhage, cardiac shock, metabolic diseases,
respiratory failure and length of stay. We also reviewed the
reference lists of prior literature and systematic reviews.
The full search strategy is available from the authors. The
review protocol was not registered.
Inclusion and exclusion criteria
This review focused on full economic evaluations where the
costs of increasing nursing hours or changing skill mix were
included and where the consequences included patient out-
comes that have been identified as responsive to nursing
intervention, that is, the quality and type of nursing care
provided can influence whether or not patients develop
these adverse outcomes in their hospitalization. These are
known in the literature as nursing sensitive outcomes
(NSOs) and include length of stay (LOS), failure to rescue
(FTR), mortality, sepsis, falls, pressure injuries, pneumonia,
deep vein thrombosis (DVT), urinary tract infections (UTI),
ulcer/gastritis/upper gastrointestinal bleeding, shock, cardiac
arrest, central nervous system complications, surgical
wound infections, pulmonary failure and physiological/met-
abolic derangement (Aiken et al. 2002, Needleman et al.
2002, Kane et al. 2007a,b, Rafferty et al. 2007).
Studies were included that either measured or modelled
the variables of interest. Any studies that did not link costs,
nursing sensitive patient outcomes and staffing and/or skill
mix were excluded. We included studies regardless of the
methodology used to measure the effectiveness of nurse
staffing/skill mix on patient outcomes. There are no ran-
domized control trial (RCT) study designs in this area of
research, hence all of the studies were based on retrospec-
tive observational data (Kane et al. 2007a).
The review was limited to studies that included patients
in medical and/or surgical acute care wards in their analy-
sis. Studies in emergency settings, intensive care units, peri-
operative settings and long-term care facilities were
excluded, as were studies primarily focusing on maternity,
newborn, paediatric, mental health or palliative care popu-
lations. We also excluded articles in languages other than
English and articles describing health professionals other
than nurses.
Search outcome
The search strategy produced 7994 papers, including dupli-
cates. The title, abstract and keywords of these papers were
scanned to see if they were relevant to the review. This scan
identified 194 papers and the full text of these was
obtained. Two authors read the full text of these articles to
check if they met the inclusion/exclusion criteria. The main
reasons for excluding articles at this stage were that they
were conducted in a non-acute setting, they did not mea-
sure one of the variables of interest, or they did not link
nurse staffing, costs and outcomes. Six of the articles were
literature/systematic reviews and 24 papers included mea-
sures of nurse staffing or skill mix, nurse sensitive outcomes
and costs in the patient populations of interest. After fur-
ther review nine articles met the selection criteria, that is,
they were full economic evaluations linking costs, outcomes
and staffing/skill mix and were retained in the final review.
The search outcome is illustrated in Figure 1.
Prior reviews
As mentioned, there were six prior reviews, either literature
or systematic reviews, that had analysed economic evalua-
tions of nurse staffing/skill mix identified in the search
(Lang et al. 2004, Spetz 2005, Thungjaroenkul et al. 2007,
Unruh 2008, Goryakin et al. 2011, Shekelle 2013). These
reviews did not necessarily review just economic evalua-
tions but covered the more general area of nurse staffing
and outcomes. These reviews are listed in Table 1 in
descending date order, showing the number of relevant eco-
nomic studies included in each and the number of articles
in each which met the inclusion/exclusion criteria for this
review. Between them the previous reviews covered 47
studies, however, the most that any single review covered
was 17 and only five of these met the inclusion/exclusion
criteria for this review. Additionally, four studies were iden-
tified that met the inclusion/exclusion criteria that were not
included in a previous review. We therefore proceeded with
this review of nine articles.
Quality appraisal
Walker et al. (2012) on behalf of the Agency for Health-
care Research and Quality conducted a systematic review
of quality assessment tools for evaluating best practices in
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conducting and reporting on economic evaluations in health
care. They identified 10 checklists in the literature and
found that although these checklists ‘cannot guarantee that
the results of an economic analysis are valid’ (Walker et al.
2012, p. 15), with most aimed at the quality of reporting,
rather than the quality of design, they are helpful in check-
ing that the analysis has all the appropriate components.
One of these tools was selected for use, the Quality of
Health Economic Studies Checklist (QHES) developed by
Chiou et al. (2003) which uses a weighted scoring system.
It was used to assess the quality of the included studies,
although no studies were excluded from the review on the
basis of this checklist. Although the scoring system has not
been validated, it allowed us to assess whether a study had
the necessary components and allowed some indication of
the relative merits of each study. We also used the Cochra-
ne Collaboration advice for assessing the risk of bias in the
effectiveness studies underlying the economic analyses (Hig-
gins & Green 2011).
Data abstraction
Data were abstracted from each study to identify the type
of economic analysis performed, the perspective taken by
the authors (hospital or societal), whether the study was
measured or modelled and if measured, details of the
study population and setting. If the underlying effective-
ness study used in the economic analysis was not detailed
in the economic report, the effectiveness study was
obtained and assessed for risk of bias using the Cochrane
Collaboration advice. The source of the nurse, patient
and cost variables and how they were measured was also
summarized.
Synthesis
Due to a lack of consistency in methods and ways of
reporting costs and outcomes it was not possible to analyse
the data using meta-analysis. Therefore, the data were sum-
marized narratively, comparing results where applicable.
Results
Excluded studies
Several studies were excluded from the review because they
did not meet the inclusion/exclusion criteria, specifically
they did not measure one of the variables of interest or did
not link costs, staffing and outcomes. For researchers inter-
ested in the area of economic evaluations of nurse staffing/
Literature search using broad search terms
n = 7994 papers including duplicates
Filtered by title, abstract and keywords 
against inclusion/exclusion criteria
n = 7800 papers excluded
Full text of papers reviewed against 
inclusion/exclusion criteria by two authors
n = 170 papers excluded
n = 24 papers retained for further review
In- depth analysis against 
inclusion/exclusion criteria by one author
n = 15 papers excluded
n = 9 papers retained for final review
Reasons for exclusion
n = 4 didn’t cost outcomes or link staffing, outcomes and costs
n = 8 didn’t link staffing, outcomes and costs
n = 3 focused on length of stay rather than costs
Figure 1 Search outcome.
Table 1 Details of previous systematic/literature reviews of eco-
nomic evaluations of nurse staffing.
Years cov-
ered
Number
of
economic
articles
reviewed
Number of
reviewed
articles
which
met our
inclusion/
exclusion
criteria
Shekelle (2013) 2009–2012 4 3
Goryakin et al.
(2011)
1989–2009 17 2
Unruh (2008) 1980–2006 12 3
Thungjaroenkul
et al. (2007)
1990–2006 17 2
Spetz (2005) No dates
given
5 0
Lang et al.
(2004)
1980–2003 9 1
© 2014 The Authors. Journal of Advanced Nursing published by John Wiley & Sons Ltd. 979
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skill mix, these papers still aid understanding of the vari-
ables of interest. The excluded articles of note were Flood
& Diers (1998), Cho et al. (2003), McCue et al. (2003),
McGillis Hall et al. (2004), Pappas (2008) and Dall et al.
(2009).
Types of economic evaluations
There were four cost benefit analyses identified (Behner
et al. 1990, Needleman et al. 2006, Shamliyan et al. 2009,
Weiss et al. 2011) and five cost effectiveness analyses
(Rothberg et al. 2005, Newbold 2008, Van den Heede
et al. 2010, Li et al. 2011, Twigg et al. 2013). There were
no cost minimization or cost utility studies identified in the
review. A summary of included studies, including the qual-
ity assessment score, is presented in Table 2. For the com-
plete quality assessment please refer to supplementary
information in Table 3.
Of the nine studies reviewed, seven were conducted in
the USA, one in Australia (Twigg et al. 2013) and one in
Belgium (Van den Heede et al. 2010). Four of the studies
were economic analyses reported alongside an effectiveness
study (Behner et al. 1990, Li et al. 2011, Weiss et al. 2011,
Twigg et al. 2013), where many variables were measured,
while the other five studies were modelled from various
data sources. Eight studies were conducted from the hospi-
tal perspective and one from both a hospital and societal
perspective (Shamliyan et al. 2009).
Effectiveness studies
There was a high risk for bias identified in all of the effec-
tiveness studies associated with the economic evaluations
included in this review due to the nature of the study
designs used to estimate the relationship between nurse
staffing/skill mix and patient outcomes. Behner et al.
(1990), Li et al. (2011), Weiss et al. (2011) and Twigg
et al. (2013) conducted their own effectiveness studies. In
the studies based on modelling of variables, Rothberg et al.
(2005) used effectiveness data from Aiken et al. (2002) for
their mortality estimates and Needleman et al. (2002) for
their length of stay estimates. Shamliyan et al. (2009) used
data from a meta-analysis of 27 published studies. Newbold
(2008) used effectiveness data from the Aiken et al. (2003)
study, Needleman et al. (2006) from their prior work in
2002 and Van den Heede et al. (2010) from a previous
study by the authors in 2009. Of these, six were large
cross-sectional observation studies that measured the associ-
ation between nurse staffing and/or skill mix and nurse sen-
sitive patient outcomes (Aiken et al. 2002, 2003,
Needleman et al. 2002, Van den Heede et al. 2009, Li
et al. 2011, Weiss et al. 2011), one was a meta-analysis of
observational studies (Kane et al. 2007a), one was a small
comparison study based on observational data (Behner
et al. 1990) and one was a larger pre/post-analysis of obser-
vational data following an organizational change in staffing
levels (Twigg et al. 2013). Although the quality of these
studies was generally high, with the authors including con-
founding variables in their regression models, the observa-
tional designs, use of administrative data sets, estimation
rather than measurement of some important variables and
analysis at the hospital rather than the patient level means
there is a high risk of bias in these studies with the level of
evidence mostly level 4, or at best level 3 (Joanna Briggs
Institute 2013). Due to this risk of bias, it is important to
perform sensitivity analyses around the effectiveness esti-
mates. Although five of the studies included some type of
sensitivity analysis only Rothberg et al. (2005) conducted a
sensitivity analysis around the effectiveness estimates.
Rothberg et al. (2005) also conducted sensitivity analy-
sis on hourly nurse compensation, cost per hospital day,
supply elasticity and relative risk of nurse dissatisfaction.
In addition, they performed a probabilistic sensitivity
analysis where they varied all their estimates to put confi-
dence intervals around the cost effectiveness estimates.
This was the only study that used sensitivity analysis to
derive confidence intervals. Other authors conducted lim-
ited sensitivity analysis in relation to the cost of an
adverse event and effect of repeat NSOs in the same
patient (Twigg et al. 2013), changes in the discount rate
(Van den Heede et al. 2010), cost of adverse events in
age categories, health insurance and patient residence
(Shamliyan et al. 2009) and the final cost measure (Li
et al. 2011).
Cost estimates
Costs calculated in the studies were primarily the cost of
nurse staffing. For the cost effectiveness studies Twigg et al.
(2013) costed actual nursing hours pre and post interven-
tion; Rothberg et al. (2005) calculated daily nursing costs
per patient for each patient to nurse (PTN) ratio and also
included a calculation of nursing costs and savings from
decreased length of stay; Van den Heede et al. (2010) cal-
culated the additional nurse hours required to meet the
75th percentile of nursing hours per patient day (NHPPD)
compared with a ‘do nothing’ approach. Newbold (2008)
calculated the cost of nursing staff for three PTN ratios
combined with three skill mix ratios. Li et al. (2011) esti-
mated the contribution of nursing costs to inpatient costs to
980 © 2014 The Authors. Journal of Advanced Nursing published by John Wiley & Sons Ltd.
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Table 2 Summary of included studies.
Article
Study group &
country
Type of economic
analysis, perspec-
tive & design Nurse variables Patient variables Cost variables Results
Behner
et al.
(1990)
Quality
Assessment
20/100
USA, 1 nursing
unit, 132 patients
with DRG 215
Hospital perspective
Cost benefit
Measured
Two stage model,
relationship
between staffing
levels and patient
complications, then
relationship
between patient
complications and
length of stay
Staffing levels
Ratio of
required to
actual hours
Length of stay
Presence of
complications
Acuity level
Determined costs at
the patient level by
assigning patients to
an acuity level based
on their nursing
resource needs and
assigned a workload
factor and cost to
each of the acuity
levels
Used budget variance
measures of rate
variance, volume
variance, efficiency
variance
Understaffing 20%
below required
resulted in 30%
increase in
probability of
patient having a
complication.
Those who
experienced a
complication had a
mean length of stay
of 35 days longer
than those who did
not.
Additional costs
associated with
patients who
develop
complications are
greater than the
labour savings due
to understaffing.
Li et al.
(2011)
Quality
Assessment
59/100
USA, 139,360
admissions to 292
medical/surgical
units at 125
Veterans Affairs
medical centres
Hospital perspective
Cost effectiveness
Measured
Retrospective cross-
sectional study
Two-step multi-
level mixed effects
linear regression
analysis
Association
between inpatient
care costs and
nurse staffing,
controlling for
other variables
From national
databases
Total Hours
per patient day
(HPPD)
RN skill mix
Used
aggregated
monthly data
Controlled for
patient variables
Serious
complication
(pulmonary
failure, metabolic
derangement,
wound infection,
deep vein
thrombosis,
pneumonia,
urinary tract
infection, pressure
ulcer, sepsis,
shock/cardiac
arrest,
gastrointestinal
bleed)
Transfer to
Intensive Care
Unit
From national
databases
Cost per hospital
admission (CPHA)
(patient)
Cost per bed day of
care (CPBDC)
(patient) (cost of
admission divided by
the length of stay)
Surgical: neither a
higher RN skill
mix nor greater
total HPPD were
associated with
CPHA after
controlling for
predicted inpatient
costs. Both RN
skill mix and
HPPD were
associated with
CPBDC
Medical: RN skill
mix was not
associated with
higher CPHA, but
higher total HPPD
was associated. RN
skill mix and
HPPD were
associated with
CPBDC.
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Table 2 (Continued).
Article
Study group &
country
Type of economic
analysis, perspec-
tive & design Nurse variables Patient variables Cost variables Results
Needleman
et al.
(2006)
Quality
Assessment
69/100
USA, 799 acute
care hospitals
(used data from
earlier study)
Hospital perspective
Cost-benefit
Modelled
Regression analysis
Raising RN
proportion to
75th percentile
Raising nursing
hours (RN/
LPN) to 75th
percentile
Raising both
(nursing hours
and RN
proportion) to
the 75th
percentile
where each is
below
Avoided deaths
Length of stay
Avoided adverse
outcomes
Costs of avoided
adverse outcomes
and avoided days
estimated from
regression models
Estimated variable
and fixed costs
Wage data based on
1997–2002 Current
Population Surveys
Other costs based on
American Hospital
Association Annual
Survey
Cost savings exceed
cost increases for
raising RN
proportion but not
for raising nursing
hours or raising
both the hours and
RN proportion
together
Most cost savings
come from
decreased LOS
Newbold
(2008)
Quality
Assessment
62/100
USA, used data
from the Aiken
et al. (2003) study
Hospital perspective
Cost effectiveness
Modelled
Used production
theory
From Aiken
et al. (2003)
study Nine
combinations
of nurse/
patient ratios
and skill mixes
From Aiken et al.
(2003) study
Mortality
(survival)
Bureau of Labour
Statistics
Wages of RNs and
LPNs
Cost for each
process ranged
from a daily cost of
$3280 for a
survival rate of
9762/1000
patients (8 PTN
ratio/20% RNs) to
a daily cost of
$6305 for a
survival rate of
9835/1000
patients (4 PTN
ratio/80% RNs).
In all cases
increasing the
percentage of RNs
or decreasing the
PTN ratio
increased the cost
per day. The
cheapest option to
improve outcomes
was to change the
skill mix rather
than the PTN ratio.
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Table 2 (Continued).
Article
Study group &
country
Type of economic
analysis, perspec-
tive & design Nurse variables Patient variables Cost variables Results
Rothberg
et al.
(2005)
Quality
Assessment
88/100
USA Hospital perspective
Cost effectiveness
Modelled
Included sensitivity
analysis
Patient to nurse
ratios
Used mortality data
from Aiken et al.
(2002) and length
of stay data from
Needleman et al.
(2002)
Lives saved
Bureau of Labour
statistics for wages,
research literature
Cost per patient –
daily nursing labour
cost + non-nursing
costs 9 LOS
Costs per life saved
vary depending on
the ratio
To change from 8–
7 PTN, cost per life
saved = $45,900
(or $24,900 with
decreased LOS
costs), to change
from 5 to 4 PTN,
costs per life
saved = $142,000
(or $70,700 with
decreased LOS
costs)
Shamliyan
et al.
(2009)
Quality
Assessment
76/100
USA Hospital and societal
perspective
Cost-benefit
Modelled
Random effects
model and
simulation models
RN full time
equivalent
(FTE)/patient
day
From meta-analysis
of 27 published
studies on staffing
and outcomes
LOS, mortality,
FTR, cardiac
arrest,
shock, unplanned
extubation,
respiratory failure,
DVT, upper GI
bleeding, falls,
pressure ulcers,
nosocomial
infection, UTI,
pneumonia,
nosocomial blood
stream infection
Based on relative
changes in LOS and
avoided adverse
events with different
staffing ratios
Used nationally
available data to
calculate costs of:
Years of potential
life saved
Value of lives saved
per 1000
hospitalized patients
Value of avoided
patient adverse
events
RN cost/1000
hospitalized patients
Calculated hospital
net savings and
societal net savings
Savings/cost ratio
Increasing RN
staffing by one RN
FTE/patient day
was associated with
a positive savings-
cost ratio and
saved from
between 210 683
and 604 169 years
of life in medical
and surgical
patients with a
productivity benefit
of 2–10 billion
Largest economic
benefit
corresponded to an
056–15 increase
in RN FTE/patient
day
The hospital cost
of increased nurse
staffing exceeded
the benefits
Twigg et al.
(2013)
Quality
Assessment
72/100
Australia, All
multi-day patients
admitted to 3
teaching hospitals
over a 2-year
period (107,253
patients in pretest
and 107,026 in
post-test)
Hospital perspective
Cost effectiveness
Measured
Longitudinal,
retrospective study
Pre/post
implementation of
NHPPD staffing
method
Logistic regression
Total nursing
hours pre and
post
implementation
Skill mix per
cent
Total nursing
hours
Total RN
hours
Measured from
hospital morbidity
data
Life years gained
based on
differences in FTR
pre and post
intervention
Hourly cost based on
average nursing costs
per hospital
Cost of NSO
prevented based on a
published cost of an
adverse event for a
multi-day admission
corrected for age and
morbidity
Cost per life year
gained was $8907.
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calculate the change in cost for a one unit change in the
staffing variable.
For the cost benefit studies Needleman et al. (2006) cal-
culated the cost of raising the proportion of registered nurse
(RN) hours to the 75th percentile, raising the number of
licenced practical nurse (LPN) hours to the 75th percentile
and raising both to the 75th percentile. Shamliyan et al.
(2009) calculated the RN cost per patient day. Weiss et al.
(2011) measured the monthly nursing hours per patient day
and costed them by multiplying the hourly cost by the stan-
dard deviation by the average LOS. Behner et al. (1990)
measured the recommended to actual nursing hours
expressed as a percentage based on patient acuity for each
day of the patients’ stay and calculated the cost savings
from understaffing.
Various published salary data were used for the nurse
staffing costs such as the Belgian Ministry of Public Health
(Van den Heede et al. 2010), United States (US) Current
Population Surveys (Needleman et al. 2006), US Bureau of
Labor Statistics (Rothberg et al. 2005, Newbold 2008,
Shamliyan et al. 2009, Weiss et al. 2011) and the US Cen-
ters for Medicare & Medicaid Services Wage Index File (Li
et al. 2011). Twigg et al. (2013) and Behner et al. (1990)
did not state the source of their salary data.
Consequences
Consequences of changes in nurse staffing/skill mix were
measured in various ways. In the cost effectiveness studies,
Twigg et al. (2013) calculated the difference between the
Table 2 (Continued).
Article
Study group &
country
Type of economic
analysis, perspec-
tive & design Nurse variables Patient variables Cost variables Results
Van den
Heede
et al.
(2010)
Quality
Assessment
82/100
Belgium, general
cardiac
postoperative
nursing units,
9054 patients, 75
nursing units, 28
surgery centres
Hospital perspective
Cost effectiveness
Modelled
From Belgian
Nursing
Minimum
Dataset
NHPPD – sum
of RN hours
per nursing
unit divided by
the number of
inpatient days
per unit
From Belgian
hospital discharge
database
Mortality
Number of life
years gained,
multiplied number
of avoided
deaths 9 life
expectancy of
patients
(determined from
the literature)
Computed additional
nurse hours required
to meet 75th
percentile of
NHPPD, used the
difference between
the NHPPD of the
unit and the NHPPD
of the 75th
percentile 9 number
of postoperative
inpatient days
Increasing staffing to
the 75th percentile
was associated with
an ICER of
€26,372 per
avoided death and
€2639 per life year
gained
Weiss et al.
(2011)
Quality
Assessment
59/100
USA, 4 Magnet
hospitals, 16 units
1892 patients,
randomly selected
Hospital perspective
Cost-benefit
Measured
Retrospective
multi-level
regression analysis
Registered
Nurse (RN)
hours per
patient day
(RNHPPD)
Non-RN hours
per patient day
(Non-
RNHPPD)
Split between
overtime and
non-overtime
hours
RN vacancy
rate
Unplanned
readmissions in
30 days
Emergency
department (ED)
visits in 30 days
Quality of
discharge teaching
scale
Readiness for
hospital discharge
scale
Costed nurses
according to US
Bureau of Labour
Statistics data
Used patient level
financial data from
the hospitals cost
accounting database
Calculated change in
patient net revenue
from reduced
readmission/ED visit
RN non-overtime
and RN overtime
were sig for
readmission, RN
overtime was sig
for ED visits
Increasing RN non-
overtime by 1SD
(075 hours per
patient day) cost
hospitals $198 per
patient but saved
payers $607 per
patient
Reducing RN
overtime by 1SD
(007 hours per
patient day) saved
hospitals $8 per
patient
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expected and observed NSOs for the intervention and
costed adverse events according to data published by Ehsani
et al. (2006) to calculate the cost of the intervention. They
also calculated life years gained from the ‘failure to rescue’
outcome, calculating the difference between the average age
of those who experienced a ‘failure to rescue’ and the aver-
age Australian life expectancy based on OECD (2011) data,
pre and post intervention. Rothberg et al. (2005) measured
effectiveness as deaths averted for each PTN ratio. Van den
Heede et al. (2010) calculated avoided deaths from obser-
vational patient data if increasing staffing to the 75th per-
centile and life years gained by multiplying avoided deaths
by the life expectancy of patients, with survival rates deter-
mined from two studies (Sergent et al. 1997, Kvidal et al.
2000). Newbold (2008) mapped the survival rate for each
of three PTN ratios combined with three skill mix ratios to
give a cost per production process. Li et al. (2011) calcu-
lated the cost per hospital admission and cost per bed day
of care based on inpatient costs derived from the VHA
decision support system.
In the cost-benefit studies many different consequences
were costed. In Needleman et al. (2006) the cost of adverse
outcomes and avoided days of stay, estimated with regres-
sion modelling, were calculated, with costs based on data
from the American Hospital Association (AHA) annual sur-
vey and Medicaid cost reports separating variable costs
from fixed costs. Shamliyan et al. (2009) calculated the net
benefit of saved lives, net benefit of avoided adverse events
and net benefit of decreased length of stay. The monetary
cost of saved lives was estimated using average present
value of future lifetime earnings from Haddix et al. (2003),
the value of avoided adverse events was calculated from
charge per case data from the Healthcare Cost and Utiliza-
tion Project & United States Agency for Healthcare
Research and Quality (2000) and the value of decreased
LOS was given as the average cost of one patient day
although the source of these cost data was not stated. Sav-
ings were reduced by 40% to account for variable costs.
The authors calculated a savings/cost ratio for each out-
come as the net benefit/RN cost. Weiss et al. (2011) calcu-
lated the impact for the hospital from changes in net
revenue from reduced readmission/ED visits costed at the
patient level from the hospital accounting system and calcu-
lated the impact on payers by costing the reimbursement
payments to the hospital and physicians from hospital post
discharge use. Physician payments were estimated using the
Medicaid physician reimbursement formula. Behner et al.
(1990) calculated the cost of adverse outcomes and
increased length of stay at the patient level for those who
experienced understaffing at 20% below the standard nurs-
ing hours, although the source of the costing data was not
stated.
Is increasing nurse staffing cost effective?
Results of the economic benefit of increasing nurse staffing
levels and changing skill mix in these studies were mixed.
The cost values reported here are the costs reported in the
included studies adjusted to 2013 USD using purchasing
power parity and GDP deflator indices (Higgins & Green
2011, International Monetary Fund 2014). Behner et al.
(1990) found that staffing at 20% below required was associ-
ated with additional costs from complications that were
greater than the labour savings, costing an additional US
$28,441 for the study sample. In contrast Weiss et al. (2011)
found that payers save US$652 per admission, but the hospi-
tal loses US$213 per patient when the RN HPPD level is
higher (by one standard deviation 075). Similarly, Li et al.
(2011) found that costs per admission were positively associ-
ated with increased HPPD among medical admissions (US
$202 per additional HPPD) but not among surgical admis-
sions. Higher costs per hospital day were associated with
higher HPPD and RN skill mix for medical admissions (US
$97 per additional HPPD and US$7 per 1% increase in skill
mix) and surgical admissions (US$138 per additional HPPD
and US$16 per 1% increase in skill mix).
Two studies provided evidence that changing skill mix
was more cost effective than increasing RN hours. Needle-
man et al. (2006) found that increasing the RN proportion
to the 75th percentile was associated with a cost saving of
US$303 million (across the whole sample – 799 hospitals)
while increasing licenced hours (RNs and LPNs) to the
75th percentile resulted in a cost of US$73 billion and
increasing both nursing hours and proportion of RN hours
to the 75th percentile cost US$71 billion. Similarly New-
bold (2008) concluded that the cheapest option to improve
outcomes was to change the skill mix rather than the nurse
patient ratio, although unlike Needleman et al. (2006) he
found that in all cases increasing the percentage of RNs or
decreasing the nurse patient ratio (PTN) increased the cost
per day with reported costs ranging from a daily cost of US
$4,030 for a survival rate of 9762/1000 patients (8 PTN
ratio/20% RNs) to a daily cost of US$7,746 for a survival
rate of 9835/1000 patients (4 PTN ratio/80% RNs).
In the only study conducted from a societal perspective,
Shamliyan et al. (2009) found that increasing RN staffing
by one RN full time equivalent (FTE) per patient day was
associated with a positive savings-cost ratio and would save
from between 210,683 (female medical patients) and
604,169 (male surgical patients) years of life in medical and
© 2014 The Authors. Journal of Advanced Nursing published by John Wiley & Sons Ltd. 985
JAN: REVIEW PAPER Economic evaluations of nurse staffing
surgical patients with a productivity benefit of US$36 to
US$13 billion. However, they found that from the hospital
perspective, the cost of increased nurse staffing exceeded
the benefits.
In the three studies that calculated an incremental cost
effectiveness ratio (ICER) there was a cost associated with
saving lives, with all costs within reasonable levels for the
funding of interventions (as reported by the authors
through comparison to the cost of other interventions).
These ICERs cannot be directly compared due to the differ-
ent nature of the staffing comparisons they used. Rothberg
et al. (2005) estimated a cost per life saved of US$56,394
(or US$30,593 if decreased LOS costs are included) when
changing the ratio from 8–7 patients per nurse and a cost
per life saved of US$174,464 (US$86,864 if decreased LOS
costs are included) while changing the ratio from five to
four patients per nurse. Van den Heede et al. (2010) calcu-
lated that increasing NHPPD to the 75th percentile com-
pared with a ‘do nothing’ approach was associated with an
ICER of US$25,702 per avoided death and US$2,572 per
life year gained, while Twigg et al. (2013) calculated a cost
per life year gained of US$14,123 when comparing an
increase in NHPPD from pre to post intervention.
There is some evidence that the cost effectiveness of nurse
staffing is not linear. Shamliyan et al. (2009) found that the
largest economic benefit corresponded to a 056–15
increase in RN FTE/patient day, decreasing with a further
increase to 25 RN FTE/patient day. Rothberg et al. (2005)
also found a non-linear relationship where the rate of incre-
mental cost increase accelerated while the rate of mortality
decrease decelerated resulting in progressively higher ICERs
for each one patient decrease in the PTN ratio. Newbold
(2008) also reported diminishing returns for both increasing
the RN ratio and for decreasing the PTN ratio.
Discussion
All the studies identified in this review were either cost ben-
efit or cost effectiveness analyses. The study authors used a
variety of methods to conceptualize and measure costs and
outcomes, making it difficult to directly compare results
across studies. This variability was also identified by previ-
ous reviewers (Thungjaroenkul et al. 2007, Unruh 2008,
Goryakin et al. 2011). The quality scores of the studies
using the QHES Instrument ranged from 20–88 out of a
possible 100, with the Rothberg et al. (2005) study meeting
more of the quality criteria than the other studies. All but
one of the studies were conducted from the hospital per-
spective, rather than a societal perspective. Weinstein et al.
(1996) recommended that cost effectiveness studies be con-
ducted from the societal perspective, although hospitals
may be more interested in the direct financial impact on
themselves alone. The studies could have been improved by
including the societal perspective as well as the hospital per-
spective, including incremental analysis, including or
increasing the sensitivity analysis around variable estimates,
increasing the time horizon of the studies and greater dis-
cussion of limitations and bias. Similar methodological limi-
tations were also identified by Spetz (2005) and Goryakin
et al. (2011) in their reviews.
A major limitation of all the studies is the quality of the
underlying effectiveness studies on which estimates of the
relationship between adverse outcomes and staffing/skill
mix levels are based. There are no RCTs in this area of
research. In general studies are based on observational
data, often with very large datasets (Kane et al. 2007a,
Shekelle 2013). Correspondingly, there was a high risk for
bias identified in all of the effectiveness studies associated
with the economic evaluations included in this review. The
high likelihood of bias in the effectiveness studies affects
the validity of the economic evaluation. Due to this risk of
bias it is important to perform sensitivity analyses around
the effectiveness estimates. Although five of the studies
included some type of sensitivity analysis, only Rothberg
et al. (2005) conducted a sensitivity analysis around the
effectiveness estimates.
Is increasing nurse staffing cost effective?
The results of the economic benefit of increasing nurse staff-
ing or changing nurse skill mix were mixed, with some stud-
ies showing a saving and some a cost with results dependent
on how variables were measured, the population they were
measured in and how nurse staffing or skill mix were con-
ceptualized. It was not possible to arrive at a clear conclu-
sion as to whether increasing nurse staffing or changing skill
mix was a cost-effective intervention to improve patient out-
comes. There is some evidence that the cost effectiveness of
nurse staffing is not linear. This area requires further investi-
gation that would be aided by the development of a refer-
ence case for cost effectiveness studies.
Developing a reference case guideline
It is difficult to compare the results across studies because
of the different ways costs and consequences were mea-
sured. It would be helpful to develop a reference case for
determining the cost effectiveness of nurse staffing to
ensure that any future studies are comparable. A reference
case is a guideline for the conduct of cost effectiveness
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studies that presents a standard protocol or framework for
how the nurse staffing or skill mix variable should be mea-
sured, which items should be included in costs, what dis-
counting is required, how consequences should be
measured, the time horizon that should be considered and
the perspective that should be taken. Such studies should
also include sensitivity analyses that incorporate different
realistic changes to cost and benefit variables. The Panel
on Cost Effectiveness in Health and Medicine provided
some useful guidelines for how to achieve this (Weinstein
et al. 1996). The reference guideline would ideally be able
to be applied internationally, although variations in data
available in different countries may lead to differences in
what can be included. Nonetheless any reference case
development should take into account ways to incorporate
an international perspective to allow comparability
between countries.
The development of a reference case guideline would
also help to improve the quality of economic evaluations
of nurse staffing. International standards in relation to the
funding of new therapies and technologies recommend eco-
nomic evaluations using ICERs based on quality adjusted
life years (QALYs) and the development of a base refer-
ence case as the preferred methodology (Weinstein et al.
1996, Canadian Agency for Drugs & Technology in
Health 2006, National Institute for Health and Care
Excellence (2013), Pharmaceutical Benefits Advisory Com-
mittee 2013). Additionally, the use of ICERs based on QA-
LYs and a well-defined reference case allows interventions
to be compared both in and across intervention types.
Willingness to pay (WTP) thresholds for funding of new
interventions are primarily published in terms of cost per
QALY (with limited WTP thresholds based on life years
gained) and so use of cost-utility analysis would enable
researchers to compare their study findings against gener-
ally accepted WTP thresholds (Kaplan & Bush 1982,
George et al. 2001, Simoens 2009, Shiroiwa et al. 2010).
Whether the use of QALYs in cost effectiveness studies of
nurse staffing and skill mix is feasible is an area that
requires further discussion when developing a reference
guideline.
Limitations
This review was limited to English language studies; so the
authors may have missed some studies of relevance. There
were other studies that investigated some aspects of the eco-
nomics of nurse staffing that were not included in this
review because they did not comprise a full economic evalu-
ation linking costs, outcomes and staffing, however, it may
be that some of these papers would still aid an understand-
ing of this topic. All of the studies that were identified are
limited because of the design of the effectiveness studies
that underpin the economic analyses. There were no effec-
tiveness studies based on randomized controlled trials and
therefore effectiveness estimates and the economic estimates
based on these must be interpreted with caution. Only one
study used sensitivity analysis to account for this limitation
(Rothberg et al. 2005).
Conclusion
There is a large body of literature that demonstrates that
nurse staffing levels and skill mix are important factors in
ensuring the quality of care for patients in acute care set-
tings. In comparison, there are only a small number of
studies that have investigated the cost of changing staffing
levels and skill mix in relation to the cost of adverse out-
comes of care. Due to the small number of studies, the
variable results and the inability to compare results across
studies, the authors were unable to determine conclusively
whether or not changes in nurse staffing levels is a cost-
effective intervention for improving patient outcomes. The
way comparisons were made does not allow the identifica-
tion of a nurse patient ratio or skill mix that is most cost effec-
tive. In general, it seems that although increasing nurse staffing
and/or changing skill mix has a beneficial effect on patient out-
comes, this effect comes at a cost. It is up to payers to deter-
mine whether or not this cost is acceptable. It may be that
from a hospital perspective, increasing nurse staffing is not a
cost-effective intervention whereas from the societal perspective
it is, however more high-quality studies are required in this
area, using a well-defined reference base case. There is some
evidence that changing the skill mix may be more cost effective
than increasing nursing hours although this requires further
investigation.
Recommendations
The authors recommended the development of a reference
case guideline, with expert consultation, to define the cost
and consequences that should be included in cost effective-
ness studies of nurse staffing to allow for meaningful com-
parison and synthesis of future studies. Future studies
should also include a sensitivity analysis due to the uncer-
tainty surrounding the effectiveness estimates and other
variables. Additionally, more studies from the societal per-
spective need to be conducted. We found no cost-utility
studies in the literature, which may be due to the difficulty
of measuring variables due to the large scale nature of
© 2014 The Authors. Journal of Advanced Nursing published by John Wiley & Sons Ltd. 987
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nurse staffing studies, however if feasible, the evidence
would benefit from cost utility studies to allow for compari-
son with other healthcare interventions.
Acknowledgements
The authors would like to thank Judith Pugh from the
School of Nursing and Midwifery at Edith Cowan Univer-
sity for assistance with the literature search.
Funding
This review was not funded.
Conflict of interest
No conflict of interest has been declared by the authors.
Author contributions
All authors have agreed on the final version and meet at
least one of the following criteria [recommended by the IC-
MJE (http://www.icmje.org/ethical_1author.html)]:
• substantial contributions to conception and design,
acquisition of data, or analysis and interpretation of
data;
• drafting the article or revising it critically for important
intellectual content.
Supporting Information
Additional Supporting Information may be found in the
online version of this article at the publisher’s web-site.
References
Aiken L.H., Clarke S.P., Sloane D.M., Sochalski J. & Silber J.H.
(2002) Hospital nurse staffing and patient mortality, nurse
burnout and job dissatisfaction. Journal of the American
Medical Association 288, 1987–1993. doi:10.1001/jama.
288.16.1987.
Aiken L.H., Clarke S.P., Cheung R.B., Sloane D.M. & Silber J.H.
(2003) Education levels of hospital nurses and surgical patient
mortality. Journal of the American Medical Association 290,
1617–1623. doi:10.1001/jama.290.12.1617.
Aiken L.H., Sloane D.M., Bruyneel L., Van den Heede K., Griffiths
P., Busse R., Diomidous M., Kinnunen J., Kozka M., Lessafre E.,
McHugh M.D., Moreno-Casbas M.T., Rafferty A.M.,
Schwendimann R., Scott P.A., Tishelman C., van Achterberg T.
& Sermeus W. (2014) Nurse staffing and education and hospital
mortality in nine European countries: a retrospective
observational study. The Lancet 383, 1–7. doi:10.1016/S0140-
6736(13)62631-8
Behner K.G., Fogg L.F., Fournier L.C., Frankenbach J.T. &
Robertson S.B. (1990) Nursing resource management: analysing
the relationship between costs and quality in staffing decisions.
Health Care Management Review 15, 63–71. doi:10.1097/
00004010-199001540-00008.
Canadian Agency for Drugs and Technology in Health (2006)
Guidelines for the Economic Evaluation of Health Technologies:
Canada, 3rd edn. Canadian Agency for Drugs and Technology in
Health, Ottawa, ON.
Chiou C., Hay J.W., Wallace J.F., Bloom B.S., Neumann P.J.,
Sullivan S.D., Yu H., Keeler E.B., Henning J.M. & Ofman J.J.
(2003) Development and validation of a grading system for the
quality of cost-effectiveness studies. Medical Care 41, 32–44.
doi:10.1097/00005650-200301000-00007.
Cho S., Ketefian S., Barkauskas V.H. & Smith D.G. (2003) The
effects of nurse staffing on adverse events, morbidity, mortality
and medical costs. Nursing Research 52, 71–79. doi:10.1097/
00006199-200303000-00003.
Dall T.M., Chen Y.J., Seifert R.F., Maddox P.J. & Hogan P.F.
(2009) The economic value of professional nursing. Medical
Care 47, 97–104. doi:10.1097/MLR.0b013e3181844da8.
Deloitte Centre for Health Solutions (2012) Issue Brief: The New
Health Care Workforce: Looking Around the Corner to Future
Talent Management. Deloitte, Washington, DC.
Drummond M.F., Sculpher M.J., Torrance G.W., O’Brien B.J. &
Stoddart G.L. (2005) Methods for the Economic Evaluation of
Health Care Programmes, 3rd edn. Oxford University Press,
Oxford.
Dubois C., McKee M. & Rechel B. (2006) Critical challenges
facing the health care workforce in Europe. In The Healthcare
Workforce in Europe: Learning from Experience (Rechel B.,
Dubois C. & McKee M., eds), European Observatory on Health
Systems and Policies, Trowbridge, pp. 1–18.
Duffield C., Diers D., O’Brien-Pallas L., Aisbett C., Roche M.,
King M. & Aisbett K. (2011) Nursing staffing, nursing
workload, the work environment and patient outcomes.
Applied Nursing Research 24, 244–255. doi:10.1016/j.apnr.
2009.12.004.
Ehsani J.P., Jackson T. & Duckett S. (2006) The incidence and
cost of adverse events in Victorian hospitals 2003–2004. Medical
Journal of Australia 184, 551–555.
Flood S.D. & Diers D. (1988) Nurse staffing, patient outcome and
cost. Nursing Management 19, 34–43. doi:10.1097/00006247-
198805000-00008.
George B., Harris A. & Mitchell A. (2001) Cost-effectiveness
analysis and the consistency of decision making: evidence from
pharmaceutical reimbursement in Australia (1991 to 1996).
Pharmacoeconomics 19, 1103–1109. doi:10.2165/00019053-
200119110-00004.
Goryakin Y., Griffiths P. & Maben J. (2011) Economic evaluation
of nurse staffing and nurse substitution in health care: a scoping
review. International Journal of Nursing Studies 48, 501–512.
doi:10.1016/j.ijnurstu.2010.07.018.
Gray A.M., Clarke P.M., Wolstenholme J.L. & Wordsworth S.
(2012) Applied Methods of Cost-Effectiveness Analysis in Health
Care. Oxford University Press, Oxford.
988 © 2014 The Authors. Journal of Advanced Nursing published by John Wiley & Sons Ltd.
D.E. Twigg et al.
Haddix A.C., Teutsch S.M. & Corso P.S. (2003) Prevention
Effectiveness: A Guide to Decision Analysis and Economic
Evaluation, 2nd edn. Oxford University Press, Oxford.
Health and Social Care Information Centre (2013) NHS Workforce
Statistics, September 2013, Provisional Statistics. Health and
Social Care Information Centre, Leeds.
Health Workforce Australia (2013) Australia’s Health Workforce
Series – Health Workforce by Numbers. Health Workforce
Australia, Adelaide.
Healthcare Cost and Utilization Project & United States Agency for
Healthcare Research and Quality (2000) Welcome to HCUPnet.
A Tool for Identifying, Tracking, Analysing and Comparing
Statistics on Hospitals at the National Level, Regional and State
Level. Agency for Healthcare Research and Quality, Rockville,
MD. Retrieved from http://www.ahrq.gov/data/hcup on 29 May
2009.
Higgins J.P.T. & Green S. (2011) Cochrane Handbook for
Systematic Reviews of Interventions 5.1.0 [updated March
2011]. The Cochrane Collaboration, London. Retrieved from
http://www.handbook.cochrane.org on 02 June 2012.
International Monetary Fund (2014) World Economic Outlook
Database April. International Monetary Fund, Washington, DC.
Retrieved from http://www.imf.org/external/pubs/ft/weo/2014/01/
weodata/index.aspx on 18 August 2014.
Joanna Briggs Institute (2013) New JBI levels of Evidence. The
Joanna Briggs Institute, Adelaide. Retrieved from http://
joannabriggs.org/assets/docs/approach/JBI-Levels-of-
evidence_2014.pdf on 15 August 2014.
Kane R.L., Shamliyan T.A., Mueller C., Duval S. & Wilt T.J.
(2007a) The association of registered nurse staffing levels and
patient outcomes. Medical Care 45, 1195–1203. doi:10.1097/
MLR.0b013e3181468ca3.
Kane R.L., Shamliyan T.A., Mueller C., Duval S. & Wilt T.J.
(2007b) Nursing Staffing and Quality of Patient Care.
Evidence Report/Technology Assessment No. 151. Agency for
Healthcare Research and Quality, Rockville, MD.
Kaplan R.M. & Bush J.W. (1982) Health-related quality of
life measurement for evaluation research and policy
analysis. Health Psychology 1, 61–80. doi:10.1037/0278-
6133.1.1.61.
Kvidal P., Bergstrom R., Horte L.G. & Stahle E. (2000) Observed
and relative survival after aortic valve replacement. Journal of
the American College of Cardiology 35, 747–756. doi:10.1016/
S0735-1097(99)00584-7.
Lang T.A., Hodge M., Olson V., Romano P.S. & Kravitz R.
(2004) Nurse-patient ratios: a systematic review on the effects of
nurse staffing on patient, nurse employee and hospital outcomes.
Journal of Nursing Administration 34, 326–337. doi:10.1097/
00005110-200407000-00005.
Li Y., Wong E.S., Sales A.E., Sharp N.D., Needleman J.,
Maciejewski M.L., Lowy E., Alt-White A.C. & Liu C. (2011)
Nurse staffing and patient care costs in acute inpatient nursing
units. Medical Care 49, 708–715. doi:10.1097/
MLR.0b013e318223a9f1.
McCue M., Mark B.A. & Harless D.W. (2003) Nurse staffing,
quality and financial performance. Journal of Health Care
Finance 29, 54–76.
McGillis Hall L., Doran D. & Pink G.H. (2004) Nurse staffing
models, nursing hours and patient safety outcomes. Journal of
Nursing Administration 34, 41–45.
Michigan Nurses Association (2004) The Business Case for
Reducing Patient-to-Nursing Staff Ratios and Eliminating
Mandatory Overtime for Nurses. Public Policy Associated,
Okemos, MI.
National Institute for Health and Care Excellence (2013) Guide
to the Methods of Technology Appraisal 2013. National
Institute for Health and Care Excellence, London. Retrieved
from http://www.nice.org.uk/media/D45/1E/GuideToMethods
TechnologyAppraisal2013.pdf (accessed 12 March 2013).
Needleman J., Buerhaus P., Mattke S., Stewart M. & Zelevinsky
K. (2002) Nurse staffing levels and the quality of care in
hospitals. New England Journal of Medicine 346, 1715–1722.
doi:10.1056/NEJMsa012247.
Needleman J., Buerhaus P.I., Stewart M., Zelevinsky K. & Mattke
S. (2006) Nurse staffing in hospitals: is there a business case for
quality? Health Affairs 25, 204–211. doi:10.1377/
hlthaff.25.1.204.
Newbold D. (2008) The production economics of nursing: a
discussion paper. International Journal of Nursing Studies 45,
120–128. doi:10.1016/j.ijnurstu.2007.01.007.
OECD (2011) Society at a Glance 2001: OECD Social Indicators.
OECD Publishing, Paris.
Pappas S.H. (2008) The cost of nurse-sensitive adverse events.
Journal of Nursing Administration 38, 230–236. doi:10.1097/
01.NNA.0000312770.19481.ce.
Pharmaceutical Benefits Advisory Committee (2013) Guidelines for
Preparing Submissions to the Pharmaceutical Benefits Advisory
Committee (version 4.4). Department of Health, Canberra.
Rafferty A.M., Clarke S.P., Coles J., Ball J., James P., McKee M.
& Aiken L.H. (2007) Outcomes of variations in hospital nurse
staffing in English hospitals; cross-sectional analysis of survey
data and discharge records. International Journal of Nursing
Studies 44, 175–182. doi:10.1016/j.ijnurstu.2006.08.003.
Rothberg M.B., Abraham I., Lindenauer P.K. & Rose D.N. (2005)
Improving nurse-to-patient staffing ratios as a cost-effective
safety intervention. Medical Care 43, 785–791. doi:10.1097/
01.mlr.0000170408.35854.fa.
Sergent P., Blackstone E. & Meyns B. (1997) Validation and
interdependence with patient-variables of the influence of procedural
variables on early and late survival after CABG. K.U. Leuven
Coronary Surgery Program. European Journal of Cardiothoracic
Surgery 12, 1–19. doi:10.1016/S1010-7940(97)00134-6.
Shamliyan T.A., Kane R.L., Mueller C., Duval S. & Wilt T.J.
(2009) Cost savings associated with increased RN staffing in
acute care hospitals: simulation exercise. Nursing Economics 27
(302–314), 331.
Shekelle P.G. (2013) Nurse-patient ratios as a patient safety
strategy: a systematic review. Annals of Internal Medicine 158,
404–410. doi:10.7326/0003-4819-158-5-201303051-00007.
Shiroiwa T., Sung Y.-K., Fukuda T., Lang H.-C., Bae S.-C. &
Tsutani K. (2010) International survey on willingness-to-pay
(WTP) for one additional QALY gained: what is the threshold of
cost-effectiveness? Health Economics 19, 422–437. doi:10.1002/
hec.1481.
© 2014 The Authors. Journal of Advanced Nursing published by John Wiley & Sons Ltd. 989
JAN: REVIEW PAPER Economic evaluations of nurse staffing
Simoens S. (2009) Health economic assessment: a methodological
primer. International Journal of Environmental Research and
Public Health 6, 2950–2966. doi:10.3390/ijerph6122950.
Spetz J. (2005) The cost and cost-effectiveness of nursing services
in health care. Nursing Outlook 53, 305–309. doi:10.1016/
j.outlook.2005.05.006.
Thungjaroenkul P., Cummings G.G. & Embleton A. (2007) The
impact of nurse staffing on hospital costs and patient length of
stay: a systematic review. Nursing Economics 25, 255–265.
Twigg D. & Duffield C. (2009) A review of workload measures: a
context for a new staffing methodology in Western Australia.
International Journal of Nursing Studies 46, 131–139.
doi:10.1016/j.ijnurstu.2008.08.005.
Twigg D., Duffield C., Bremner A., Rapley P. & Finn J. (2011)
The impact of the nursing hours per patient day (NHPPD)
staffing method on patient outcomes: a retrospective analysis of
patient and staffing data. International Journal of Nursing
Studies 48, 540–548. doi:10.1016/j.ijnurstu.2010.07.013.
Twigg D.E., Geelhoed E.A., Bremner A.P. & Duffield C.M. (2013)
The economic benefits of increased levels of nursing care in the
hospital setting. Journal of Advanced Nursing 69, 2253–2261.
doi:10.1111/jan.12109.
Unruh L. (2008) Nurse staffing and patient, nurse and financial
outcomes. American Journal of Nursing 108, 62–71.
doi:10.1097/01.NAJ.0000305132.33841.92.
Van den Heede K., Lesaffre E., Diya L., Vleugels A., Clarke S.P.,
Aiken L.H. & Sermeus W. (2009) The relationship between
inpatient cardiac surgery mortality and nurse numbers and
educational level: analysis of administrative data. International
Journal of Nursing Studies 46, 796–803. doi:10.1016/
j.ijnurstu.2008.12.018.
Van den Heede K., Simoens S., Diya L., Lesaffre E., Vleugels A. &
Sermeus W. (2010) Increasing nurse staffing levels in Belgian
cardiac surgery centres: a cost-effective patient safety
intervention? Journal of Advanced Nursing 66, 1291–1296.
doi:10.1111/j.1365-2648.2010.05307.x.
Walker D.G., Wilson R.F., Sharma R., Bridges J., Niessen L.,
Bass E.B. & Frick K. (2012) Methods Research Report: Best
Practices for Conducting Economic Evaluations in Health
Care: A Systematic Review of Quality Assessment Tools.
Agency for Healthcare Research and Quality, Rockville,
MD.
Weinstein M.C., Siegel J.E., Gold M.R., Kamlet M.S. & Russell
L.B. (1996) Consensus statement: recommendations of the panel
on cost-effectiveness in health and medicine. Journal of the
American Medical Association 276, 1253–1258.
Weiss M.E., Yakusheva O. & Bobay K.L. (2011) Quality and cost
analysis of nurse staffing, discharge preparation and
postdischarge utilization. Health Services Research 46, 1473–
1494. doi:10.1111/j.1475-6773.2011.01267.x.
The Journal of Advanced Nursing (JAN) is an international, peer-reviewed, scientific journal. JAN contributes to the advancement of
evidence-based nursing, midwifery and health care by disseminating high quality research and scholarship of contemporary relevance
and with potential to advance knowledge for practice, education, management or policy. JAN publishes research reviews, original
research reports and methodological and theoretical papers.
For further information, please visit JAN on the Wiley Online Library website: www.wileyonlinelibrary.com/journal/jan
Reasons to publish your work in JAN:
• High-impact forum: the world’s most cited nursing journal, with an Impact Factor of 1·527 – ranked 14/101 in the 2012 ISI Jour-
nal Citation Reports © (Nursing (Social Science)).
• Most read nursing journal in the world: over 3 million articles downloaded online per year and accessible in over 10,000 libraries
worldwide (including over 3,500 in developing countries with free or low cost access).
• Fast and easy online submission: online submission at http://mc.manuscriptcentral.com/jan.
• Positive publishing experience: rapid double-blind peer review with constructive feedback.
• Rapid online publication in five weeks: average time from final manuscript arriving in production to online publication.
• Online Open: the option to pay to make your article freely and openly accessible to non-subscribers upon publication on Wiley
Online Library, as well as the option to deposit the article in your own or your funding agency’s preferred archive (e.g. PubMed).
990 © 2014 The Authors. Journal of Advanced Nursing published by John Wiley & Sons Ltd.
D.E. Twigg et al.
